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As the population ages, a growing number of ab- 
dominal aortic aneurysms (AAA) are being diagnosed, 
and the surgical or endovascular treatment of this 
entity is considered for an increasing number of 
patients. On the other hand, responsibility for the 
allocation of scant health care resources is currently 
being placed upon the clinician. Both of these con- 
siderations emphasise that we be aware of our results 
and factors which can influence the quality of the 
treatment. 
An acceptable level of care is difficult to define 
except in terms of outcome such as success or failure 
of treatment, morbidity and mortality rates of a treated 
disease process, or the incidence and severity of the 
complications of the treatment. Results of the surgical 
treatment of AAA have shown a tremendous im- 
provement in this respect since the first reports ap- 
peared in the early 1950s. The mortality rates for 
patients undergoing elective AAA repair are generally 
lower than 5%. However, the mortality rates for 
patients with ruptured abdominal aortic aneurysms 
range from 15-70%, with most series reporting mor- 
tality rates well over 40%, with no significant im- 
provement over the last 10 years. Thus the treatment 
of a ruptured abdominal aortic aneurysm still presents 
a significant challenge ven to well-qualified vascular 
surgeons. 
The outcome of treatment can be associated with 
the patients (age, gender, medical comorbidity, and 
operative findings), and the variation of mortality 
rates between institutions has often been attributed 
to differences in patient population or delay in the 
treatment of a ruptured AAA. Less well defined and 
more controversial re issues relating to the experience 
and training of the operating surgeon and the degree 
of sophistication of the hospital. 
In elective AAA surgery, patient selection and pre- 
operative risk factor assessment play a crucial role in 
the results. Coronary heart disease, chronic obstructive 
lung disease and chronic renal insufficiency present 
high-risk medical problems which should be corrected 
or minimised before elective repair is undertaken. 
Hollier reported that patients with a history of con- 
gestive heart failure, angina, prior myocardial in- 
farction or abnormal ECG had a three-fold increase in 
risk of operative death} In this type of situation there 
is every reason to ponder how and where the patient 
should be treated: two-thirds of patients with AAAs 
have significant coronary heart disease evident on 
coronary angiography, but only one-third would bene- 
fit from coronary revascularisation. 2 Others have ar- 
gued that careful perioperative cardiac management 
may be as effective as direct coronary artery inter- 
vention within the limited perspective of early cardiac 
risk in conjunction with AAA resection. 3 Furthermore, 
if the patient has poorly controlled hypertension and 
recent progressive deterioration of renal function, 
aortography with renal views should be considered in 
any attempt to detect correctable r nal artery stenoses. 
Combining aneurysmal repair with renal re- 
vascularisation i creases operative mortality to ap- 
proximately 7-10%, but may prevent anuric 
pQstoperative r nal failure, complicated by other dys- 
functions and death. 4 Successful repair of AAAs in 
these high-risk patients requires, however, an ex- 
perienced operative team with excellent perioperative 
intensive care support. Thus, Veith and co-workers 
have emphasised the need for widespread referral 
of high-risk patients with AAAs to surgeons who 
specialise in the care of such patients, and who work 
in hospitals where such operations are performed 
frequently. 5 
Although reconstruction of the abdominal aorta has 
become a routine vascular procedure, it may prove 
challenging when local anatomical factors necessitate 
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proximal aortic control. Juxtarenal and suprarenal ex- 
tension of aneurysmal disease or occlusive plaque, 
inflammatory aneurysms or repeat aortic re- 
constructions all involve demanding procedures re- 
quiring aortic cross-clamping proximal to the renal or 
visceral arteries. Proximal clamping can be performed 
immediately above the renal arteries in patients who 
have a non-diseased pararenal aorta and an adequate 
aortic length between the origins of the renal arteries 
and the superior mesenteric artery. Some have ad- 
vocated the routine use of the supracoeliac aorta as 
the site for proximal aortic control in all cases, and 
especially in the treatment of a ruptured AAA. In 
approximately 2-7% of patients undergoing elective 
surgery for abdominal aortic aneurysm, the aortic 
disease extends proximally to involve the renal or 
visceral segment of the aorta. Proximal aortic control, 
however, may be associated with increased cardiac 
morbidity and renal dysfunction, ecessitating careful 
anaesthetic management and surgical skill in effecting 
the revascularisation f renal and visceral arteries at 
the time of repair of an aneurysm. 6 
The importance of experience and technical per- 
formance is also emphasised in the treatment of rup- 
tured AAAs. In the case of patients with low blood 
pressure on admission, in whom there is a necessity 
for rapid and often difficult exposure and control, 
appropriate management does not allow any failure 
and all technical steps must be performed with ex- 
cellence. Excessive transfusion of either blood or crys- 
talloid in an effort to relieve hypotension may have 
deleterious effects, including dilutional coagulopathy 
and the risk of recurrent bleeding. Effective re- 
suscitation can occur only after the aorta is cross- 
clamped. Thus, the initial control of the proximal aorta 
and final aortic clamp placement are of significance and 
best managed by an experienced surgeon. 7 Without 
proximal control of the aneurysm, opening the re- 
troperitoneum ay also result in severe haemorrhage 
or possible injury to other major structures. Donaldson 
et al. reported that 68% of patients who died in the 
postoperative p riod had had a technical complication 
in the treatment of ruptured AAA. s Katz et al. stated 
that surgeons committing most technical errors had 
the highest patient mortality. 9 The most commonly 
reported major complication leading to death is venous 
injury to the left renal vein or the inferior vena cava 
during exposure of the neck of the aneurysm. 
Reconstruction of AAA is an operation in which 
good judgment and technical skills can make a sub- 
stantial difference in outcome. Although assessment 
of experience is difficult, assurance of high quality of 
care is indispensable and specialisation and cent- 
ralisation have therefore been proposed, s Some studies 
have been able to show that mortality rates associated 
with AAA reconstructions are significantly lower 
when performed either by high-volume aneurysm sur- 
geons or by vascular surgeons. 5"1° Similar results have 
also been obtained comparing high- and low-volume 
hospitals. 5 On the other hand it must, in fact, be 
acknowledged that neither the number of the yearly 
case load of a particular surgeon or of the hospital 
has been shown to have any significant impact on 
survivaU ~ 
Although the size of the institution or the frequency 
of a procedure has thus not been stated to play a 
significant role because of factors intrinsic to the 
patient, it is clear that the expertise of the surgeon is 
important in achieving satisfactory results with re- 
section of AAA. A surgeon who concentrates on vas- 
cular surgery has a better overview of the critical 
phases during the procedure than a surgeon doing 
occasional vascular surgery. Disasters often seem to 
be caused by a constellation of factors; identifying the 
most significant and preventing or ameliorating its 
effects may counter the initial cascade. Thus, a con- 
tinuing educational process within this medical prob- 
lem is important, and constant surveillance of one's 
own results are prerequisite. Furthermore, surgeons 
can have a significant impact on mortality by im- 
pressing upon fellow physicians and patients the lethal 
natural history of AAAs and advocating their resection 
prior to rupture. 
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